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Abstract 
FACTORS CONTRIBUTING TO CONDOM FAILURE 
By 
JESSICA J SWINIARSKI 
April 24, 2018 
 
Introduction There are many personal and behavioral factors that can decrease the 
effectiveness of condoms, even when one is used every time. Clinical condom failure (the 
condom breaking, tearing, or completely slipping off the penis) contributes to less than perfect 
effectiveness rates and can be at least partially attributed to these personal and behavioral 
factors. Although specific use and storage behaviors can be reasons for a condom to break or 
slip, there are often other factors at play. Negative perceptions of condoms, self-efficacy when 
using condoms, type of sex act, and history of STI’s can all impact clinical failure rates. 
Objective The purpose of this study was to assess four major factors: negative perceptions of 
condoms, self-efficacy, history of STI’s, and type of sex act, and their relationship to condom 
breakage and slippage in a sample of 381 condom users in Atlanta, GA.  
Methods Data were drawn from the baseline survey of the C-PLEASURE Study. Bivariate 
analyses were conducted to determine the relationship between each independent variable 
and the two outcome variables: experiencing condom breakage in the last 6 months and 
experiencing condom slippage in the last 6 months. Then two logistic regression models, one 
for experience of any condom breaks in the last six months and one for experience of any 
condom slips in the last six months, were used to further determine these relationships. 
Results The only significant relationship that was found was between negative perceptions of 
condoms and condom slips (AOR=1.08 95% CI= [1.02, 1.14], p=0.01). History of STI’s, type of sex 
act, lubricant use, lubricant type, consistent condom use, and self-efficacy did not return any 
significant relationships with experience of condom breaks or slips in the last 6 months, 
although self-efficacy did approach a significant relationship with condom slips (p=.07).  
Conclusions Since negative perceptions are correlated with condom failure, attitudes and 
perceptions of condoms need to be addressed for greater efficacy. Further studies on self-
efficacy and condom failure should be pursued to determine how strong the protective 
qualities of self-efficacy can be when it comes to effective use of condoms and prevention of 
condom failure. 
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Chapter I: Introduction 
1.1 Background 
 Condoms are uniquely positioned as an affordable, easily distributable, and effective 
form of STI prevention and contraception, and are an essential tool in the fight against HIV that 
has been ongoing since its discovery. They are particularly essential for minority health 
populations, like men who have sex with men (MSM), because of the higher risk for HIV 
associated with anal sex, which is more common in this population[1]. MSM made up two-
thirds of all new HIV infections while only making up around 2% of the male population in the 
United States [2]. Improvements to condoms and encouraging their use will help some of the 
world’s most vulnerable populations. Condoms have been in use in some form for thousands of 
years, and along with their easy to use nature they are also incredibly effective (up to 97% with 
perfect use) [3].  
 While condoms have been successfully used throughout history to decrease the risk of 
unplanned pregnancy and STI's, there are barriers to the protection they can offer. The high 
effectiveness rates are often based on consistent and correct usage [4], which is rarely the case 
for many condom users. As such, there are many personal and behavioral factors that can 
decrease the effectiveness of condoms, even when one is used every time. Clinical condom 
failure (the condom breaking, tearing, or completely slipping off the penis) contributes to the 
less than perfect effectiveness rates and can be at least partially attributed to these personal 
and behavioral factors. Although behaviors such as using oil-based lubricants or not following 
proper storage instructions are common reasons for a condom to break or slip, there are often 
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other factors at play. Negative perceptions of condoms, self-efficacy when using condoms, type 
of sex act, and history of STI’s can all impact clinical failure rates [4-8.]  
 Many studies addressing factors that contribute to condom failure are dated. These 
older studies may not accurately represent current populations’ attitudes or behaviors relating 
to condom use. Updated research is needed to provide more current information to inform 
interventions and education, and to further research. Using a recent data set from the last 
three years that addresses factors that contribute to condom failure ensures that recent 
research is available to represent current populations of condom users. These data are from a 
recent clinical trial’s baseline questionnaire that measures four previously mentioned main 
factors that contribute to condom failure (negative perceptions of condoms, self-efficacy, type 
of sex act, and history of STI’s.)  
1.2 Research Aims 
Aim 1: To assess the relationship between negative perceptions of condoms and condom 
failure among a group of 381 condom users enrolled in a clinical trial in Atlanta, GA. 
Aim 2: To assess the relationship between self-efficacy and condom failure among a group of 
381 condom users enrolled in a clinical trial in Atlanta, GA.  
Aim 3: To assess the relationship between type of sex act and condom failure among a group of 
381 condom users enrolled in a clinical trial in Atlanta, GA. 
Aim 4: To assess the relationship between history of STI’s and condom failure among a group of 
381 condom users enrolled in a clinical trial in Atlanta, GA.  
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Chapter II: Review of Literature 
2.1 Condom Failure Overview 
Clinical failure of condoms (breaking or slipping off completely) is a common topic of study as 
condoms are a common and accessible prevention method for both pregnancy and STI’s. 
Condom failure is an independent predictor for HIV seroconversion among uninfected MSM [5]. 
There is also a well-established relationship between condom failure and unplanned pregnancy 
when condoms are used as a primary form of birth control. According to the World Health 
Organization, condoms have a 2% failure rate with perfect use for pregnancy, but typical use 
ends up with a failure rate closer to 15% [6]. Improving our understanding of condom use 
behaviors, and what factors into condom failures is pivotal in preventing adverse health 
outcomes and unplanned pregnancy. This also positions condoms as an important factor in 
helping curb the HIV epidemic that is still ongoing in many parts of the world. 
2.2 Condom Failure and Negative Perceptions 
 Negative perceptions appear to contribute to an overall higher condom failure rate. 
Men who self-reported that they had issues with the “fit and feel” of condoms were more likely 
to report a condom break [7]. A study among university students found that students who 
reported feeling discomfort when using condoms were 3.6 times more likely to report a break 
[8]. These negative feelings towards condoms may very likely be an indicator of poor condom 
fit, which could be the true cause of condom failure.  Reece, et al., found that among a sample 
of African American MSM, “21% reported that condoms felt too tight, 18% reported that 
condoms felt too short, 10% reported that condoms felt too loose, and 7% reported that 
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condoms felt too long. There were significant associations between men's reports of condom 
breakage and slippage, and their perceptions of condom fit and feel.” [9].  Another study by 
Crosby, et al., assessed condom use errors and problems among a sample of men attending an 
STI clinic and found that 19% of these problems were caused by issues with “fit and feel” [10]. 
Many studies have been conducted on the importance of condom fit for maximum 
effectiveness, including the C-PLEASURE Study, from which this study’s data is drawn. These 
studies generally compare standard condoms with condoms that are fitted to the user’s penile 
dimensions. One such study found that breakage for fitted condoms was significantly less than 
breakage for standard sized condoms [11]. It can be reasonably assumed that these condoms 
that were fitted to each person's specific penile dimensions would decrease discomfort and 
thus negative perceptions of these condoms.  These negative perceptions could also tie into 
less consistent condom use, which is associated with increased failure (as noted later on.)  For 
the purposes of this study, we will be using self-reported negative attitudes about condoms to 
determine this relationship.  
2.3 Condom Failure and Self Efficacy 
 Self-efficacy is a much-studied topic when it comes to sexual behaviors, but specifically 
condom use. Self-efficacy refers to the belief one has in being able to be successful or finish a 
task. This can be more colloquially referred to as each participants’ confidence with using 
condoms, and their perception that they use condoms well and effectively. Self-efficacy affects 
many different behaviors, but it can be instrumental in fostering healthier sexual behaviors and 
lowering risk.  This is a major factor in whether an individual uses condoms at all, which can 
contribute to consistent condom use, as noted later. In fact, those who do not use condoms 
11 
 
consistently reported significantly less confidence in their ability to discuss condoms and insist 
on their use with a partner [12]. A study conducted among sexually active college students 
found that even when the threat of HIV was high if self-efficacy in condom use was low, 
condom use was lower. When the threat of HIV was high, but self-efficacy was high, people 
reported higher condom use [13]. This shows the extreme importance of self-efficacy in 
fostering protective behaviors, as opposed to emphasizing risk.  A study among Latinx adults 
found that self-efficacy was related to condom use among both men and women and that less-
educated men and women had lower self-efficacy to discuss condoms, to manage partner 
resistance, to use condoms with a regular partner, and to control impulses [14]. This particular 
study also found few other demographic differences [14]. While a few studies have found 
higher self-efficacy in men when it comes to condom use, most studies comparing genders have 
attributed higher self-efficacy to women [15]. Most literature shows a relationship between 
self-efficacy and consistent and proper use of condoms, but when it comes to condom failure, 
one study found that lower self-efficacy was significantly associated with breakage among 
young MSW [7].  
2.4 Condom Failure and Type of Sex Act 
Type of sex act can be a strong indicator for clinical failure of condoms. A review of prospective 
studies found that breakage rates for vaginal sex range from 0% to 6.7% and slippage rates 
range from .6% to 5.4% [16]. A cross-sectional study found that failure rates for anal sex among 
MSM were .5% to 8% [2].  These rates are relatively low, but Steiner, et al. pointed out that if 
the assumption that 7.5 billion condoms were used worldwide in 1999 is correct, this results in 
about 225 million instances of clinical condom failure every year. Anal sex is the highest risk 
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sexual behavior for HIV transmission [17]. However, using condoms for anal sex can decrease 
that risk by up to 72% [17]. If failure causes can be identified and remedied, this protection 
could increase. One study found in their sample that men having sex with men reported slightly 
higher slippage rates than men having sex with women [18]. This same sample also saw that 
failure was very unevenly distributed, and that a few men experienced significantly higher 
failure rates [18]. This may indicate that individual-level factors play a more important role.  
2.5 Condom Failure and History of STI’s 
 History of STI’s may indicate a history of condom failure or low usage rates. Low usage 
rates (as stated above) can contribute to condom failure. Among young MSW, men who had 
past STI’s were significantly more likely to report both breakage and slippage. [7]. There are a 
few factors that contribute to an individual having been diagnosed with an STI at some point/ 
However, this is a very nuanced factor. A cohort of over 9000 MSM was surveyed to determine 
factors that may have contributed to condom breakage during anal intercourse and the survey 
found that for every 5 male sexual partners, odds of condom breakage increased by 3% [2]. 
Since a higher number of sexual partners is associated with HIV transmission specifically [2], it 
can be assumed that it also places an individual at higher risk for other STI’s. Because of this, 
history of STI's will be used as a potential contributing factor to clinical failure when using 
condoms. 
2.6 Condom Failure and Other Factors  
 Condom failure can be related to all the above factors, but also to other behavioral 
factors. These are outlined below. 
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 2.6.1 Lubricant Use 
Lubricant with condom use should be recognized as a key factor. Not using lubricant or using an 
oil-based lubricant which can break down the latex in the condom can contribute to clinical 
failure. Among American university undergraduate students, 16%-25% (depending on the 
study) reported using a condom without lubricant [6]. While natural lubricant can be sufficient 
for vaginal sex, using additional lubricant or lubricated condoms can decrease friction that can 
cause a condom break. In one study, the use of additional water-based lubrication was 
significantly associated with lower condom failure rates [19]. Lubricant use is particularly 
important for anal intercourse, where natural lubricant is not present [17].  
2.6.2 Consistent Condom Use 
One study found that couples who had not used a condom in the past year were almost twice 
as likely to experience condom failure as couples who had used at least one during that period 
[20]. Of the couples who had used a condom in the previous year, the failure rate among those 
who reported at least one condom break during that period was more than twice the failure 
rate than among those who reported no breaks [20]. In another study among MSM, risk of 
condom failure in a single episode was fairly high, particularly in anal intercourse, for men who 
had engaged in each act only a few times in the previous year. It declined rapidly with 
experience (e.g., to below 1% for receptive anal intercourse after about 10 episodes in the 
previous year) [5]. In a study of African American women, consistent condom use was 
associated with higher self-efficacy [21]. Due to this, it can be extrapolated that consistently 
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using condoms is a factor in their effectiveness, most likely due to more proficiency and self-
efficacy when using condoms. 
Chapter III: Methodology 
3.1 Study Sample 
 This study uses data from the C-PLEASURE (Condom Performance in a Longitudinal 
Enhanced Assessment of User Experiences) Study which was conducted at Emory University 
from 2016-2017. This was a double-blind, randomized crossover trial whose goal was to 
establish label indications for pleasure and patient preference for fitted condoms, establish 
label indication for anal sex for fitted, thin, and standard condoms, and establish a label 
indication for decreased clinical failure of fitted condoms for anal sex [22]. This study collected 
comprehensive data on sexual behaviors and attitudes through its baseline survey. The baseline 
data are what will be used in this study. 252 MSM and 252 MSW were included in this baseline 
sample of varying age, education, and ethnicities. Of these 504 participants who completed the 
baseline survey, 381 had used condoms in the last 6 months and so answered the survey 
questions pertaining to condom usage. Demographics for this sample can be found in Table 1.  
3.2 Measures  
Clinical failure was assessed through self-report by asking "[if condom used in last 6 months/30 
days] did any of the following occur? Did the condom break during sex? Did the condom slip-off 
during sex?” Answers were yes/no responses.   
15 
 
Negative perceptions of condoms was derived from six questions asked together on the 
baseline questionnaire. These items were based on the Negative Condom Attributes Subscale 
[21] and asked Likert type questions (strongly disagree-strongly agree) about their perceptions 
on condoms. Participants were given one point for strongly disagree responses and five points 
for strongly agree responses (with appropriate values assigned to responses in between.) These 
points were then totaled to find a score between 6 and 30, inclusive. A score of six signifying 
highly positive opinions of condoms, and a score of thirty signifying highly negative opinions of 
condoms. Internal reliability of this variable was then tested which resulted in a Cronbach’s 
Alpha of .79, proving strong internal reliability. Items included “condoms do not fit me well” 
and “condoms are uncomfortable.” 
Self- Efficacy was assigned as a score to participants using a survey items derived from a 
previously validated scale [23]. This score was derived from eight survey items, assigning points 
to responses “not at all confident or sure=1”, “somewhat confident or sure=2”, and “very 
confident or sure=3”. These responses were then combined to create a score between 6 and 
24, a score of 6 meaning lower self-efficacy when using condoms, and 24 meaning higher self-
efficacy when using condoms. Items included “putting a condom on their hard penis” or 
“squeeze air from the tip of a condom.”  
Type of Sex Act was determined by a survey item that asked if the instance where the condom 
failed was anal or vaginal intercourse. Answers were yes/no responses. 
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History of STI’s was determined by a survey item that asked if the participant had ever been 
told they had an STI (syphilis, gonorrhea, chlamydia, herpes, or genital warts.) Answers were 
yes/no responses. 
Lubricant Use Frequency was determined by a survey item that asked if participants used 
lubricant during sex “always” “sometimes” or “never.” 
Lubricant Type was determined by a survey item that asked participants to check all lubricant 
types they used. Possible options included “silicone-based” and “saliva.” For analysis, lubricant 
types were categorized as “risky” and “not risky”. Risky lubricants included oil-based lubricants 
and lotions. All other lubricant types were categorized as not risky.  
Consistent Condom Use was determined by a survey item that asked participants is they used 
condoms “always” “often” “sometimes” or “never”.  
Demographics Information on age at baseline, ethnicity, income, and education level was 
collected and used for control variables. 
3.3 Statistical Analysis 
 Data were analyzed using SAS 9.4 software. Bivariate analyses were conducted to 
determine the relationship between each independent variable and the two outcome variables: 
condom breakage in the last 6 months, and condom slippage in the last 6 months. These 
outcome variables were analyzed separately from each other.  Chi-squared analysis was used 
for all variables except for the negative perceptions score, which was analyzed using a T-test 
For the full model, included variables were age at baseline, race/ethnicity, income, education 
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level, history of STI’s, negative perceptions score, self-efficacy score, type of sex act, lubricant 
use frequency, type of lubricant used, and consistent condom use, because these were all 
shown to be factors contributing to condom failure in previous literature even though none of 
these variables was significant in the bivariate analysis. For this full model with all variables p= 
.19, when conducting a Hosmer-Lemeshow goodness of fit test.  Since none of the variables 
were significant in the bivariate analysis, a goodness of fit test was conducted to determine 
which variables contributed to a stronger model, that would more effectively demonstrate 
relationships between the outcome and predictor variables, while controlling for the 
appropriate variables. It was determined that the model fit was better when type of lubricant 
and income were removed, when type of lubricant and income variables were removed the p= 
.26, when conducting the Hosmer-Lemeshow goodness of fit test. Then two logistic regression 
models, one for experience of any condom breaks in the last six months and one for experience 
of any condom slips in the last six months, were used to further determine these relationships. 
Chapter IV: Results 
 Initial bivariate results showed that the only significant relationship was between 
negative perceptions of condoms and experience of a condom slip (p=.0038). The full results of 
the bivariate analysis can be found in Table 2. Controlling for age, race, and education, results 
for the multivariable analyses showed that the only statistically significant relationship was 
between negative perceptions of condoms and condom slips (AOR=1.08 95%CI=[1.02, 1.14] , 
p=0.01In this sample, each 1 point increase in negative perceptions score increased the odds of 
experiencing a condom slip in the last 6 months by 1.08 times. History of STI’s, type of sex act, 
lubricant use, lubricant type, consistent condom use, and self-efficacy did not return any 
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significant relationships with experience of condom breaks or slips in the last 6 months, 
although self-efficacy did approach a significant relationship with condom slips (p=.07) in the 
multivariable analyses. Overall, relationships were stronger between the predictor variables 
and experience of condom slips in the last 6 months, than between the predictor variables and 
experience of condom breaks in the last 6 months. Tables 3, 4, and 5 detail the results of the 
bivariate analysis of the predictor variables and the logistic regression analysis on the predictor 
variables. 
Chapter V: Discussion 
5.1 Principal Findings 
 As previously stated, condom failure can often come down to highly personalized, 
individual-level factors. Even though this analysis did not find not many significant relationships 
between condom failure and the four main variables of interest, these relationships have been 
well established through previous literature. The association between negative perceptions of 
condoms and experience of slips in the last 6 months (p=.01) may potentially be due to 
incorrect size and lack of resources or knowledge on different types and fits of condoms. 
Condoms that are either too big (loosely fitted) or too small (may roll back up and off the penis) 
could contribute to slippage of the condom, and thus may be the reason for this relationship. 
Sparrow and Lavill did find that poor fitting condoms were associated with more slips [24]. This 
same study also found that additional lubricant did not contribute to slips (which is supported 
by these results), but that the most common reason for a slip was leaving the condom on too 
long. Slippage could have occurred in these instances from a loss of erection, which is 
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supported by a further study in which loss of erection was highly correlated with experiencing 
condom slippage [25], which is something that was not addressed in this study, and could have 
contributed to these results.  
Self-efficacy approached significance (p=.07) as a protective factor against condom slips 
and should be noted as a possible factor to be further studied. This potential relationship is 
particularly interesting because of the lack of previous literature demonstrating a relationship 
between self-efficacy and condom failure, as opposed to its relationship with condom use.        
History of STI’s was not significantly associated with either condom breaks or slips. Since this 
sample consisted of a younger population, and presumably a population that was already using 
condoms or was comfortable using condoms (and thus comfortable using condoms provided by 
the original study), incidence of STI diagnosis was relatively low among this survey sample, 
possibly due to these two factors.  
Type of sex act was also not strongly associated with either breaks or slips. This is 
contrary to most literature on the issue, which shows a marked difference between failure 
rates of anal sex versus vaginal sex [2, 16]. This could again be due to the nature of this sample. 
The relative younger age of this survey population, as well as the likelihood that those who 
chose to participate in the study were already comfortable with and proficient in using 
condoms may have led to there being no difference in failure rates between those who engage 
in anal sex versus vaginal sex. In fact, a vast majority of participants answered that they use 
condoms “often” or “always” when asked about their condom use behaviors, regardless of sex 
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act. As seen with previous literature, condom use failure declines with regular use, which would 
have affected this sample [5]. 
5.2 Limitations 
One of the largest limitations encountered was the recall period, given the time frame in 
which participants could report a condom slip or break. It is possible that participants 
experienced a break or slip but did not remember because of the length of time that had 
passed, which in this case was up to 6 months prior. This could have affected the number of 
breaks and slips reported. Most studies assessing condom failure correlates used a recall period 
of 3 months or less (including the use of daily diaries) [7, 8, 11, 24, 25]. Some studies did use a 
12 or 6 month recall period, but these studies also assessed number of condoms used in that 
period and number of condom failures, which was not included in this study’s data, and could 
have affected the results [2, 5, 18]. A better measure would have been one that relied less on 
such long-term recall or that assessed proportion of condom failures to condoms used. As such, 
the longitudinal study data, that collected data regarding condom failure with a daily dairy, is a 
dataset better designed to answer the exploratory question that was assessed with these 
baseline data. Another possible limitation is the population recruited to the study. Since it was 
made clear to prospective participants that this was a study on condom use, it was more likely 
the participants recruited were regular condom users or were at least somewhat familiar with 
using condoms and were willing to incorporate them into their sexual health routines. This 
limitation, however, likely applies to the majority of condom studies. The demographics of the 
data also skewed heavily towards younger participants, with 66% of all participants under the 
age of 30, as well as those who were single. It is possible that studies that found correlations 
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between the variables of interest and condom failure were able to find factors that contributed 
to condom failure due to a difference in the population being surveyed or the recall period. 
Analysis was also not controlled for MSM or MSW, because type of sex act was used as a main 
predictor variable. In this sample, MSM/MSW strata aligned perfectly with type of sex act. 
Because of the convenience sampling of the study sample and reliance on self-report of 
condom failure within a wide time frame, the results of this study may not be easily 
generalizable.  
5.3 Conclusions and Recommendations 
 Since negative perceptions are correlated with condom failure (particularly condom 
slips), attitudes and perceptions of condoms need to be addressed for greater efficacy. 
Technological improvements to condoms themselves, as well as better fit for condoms, could 
help to address negative perceptions and opinions about condoms. Specific issues users have 
with condoms, some of which were addressed in this study (fit, feel, smell) could be further 
investigated to determine features of condoms that could be changed in order to improve 
perceptions and attitudes towards them. Further studies on self-efficacy and condom failure, 
particularly condom slippage, should be pursued to determine how strong the protective 
qualities of self-efficacy can be when it comes to effective use of condoms and prevention of 
condom failure. Many studies have already been conducted on self-efficacy’s role in consistent 
or correct use of condoms, but further study is needed on self-efficacy and its effect on condom 
failure specifically. Interventions and education should focus more on these individual level 
factors (negative perceptions and self-efficacy) to improve outcomes related to condom failure. 
Additionally, further studies could be conducted comparing baseline data to the study 
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longitudinal data, to allow us to understand the impact of different types of measurement 
periods in reporting condom use and condom failure. 
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Tables 
Table 1: Demographics of Survey Sample   
AGE AT BASELINE n (%) 
UNDER 20 56 (11) 
20-25 158 (31) 
25-30 123 (24) 
30-40 108 (21) 
40-55 59 (12)   
ETHNICITY n (%) 
HISPANIC 62 (12) 
WHITE NON-HISPANIC 241 (48) 
AFRICAN AMERICAN NON-HISPANIC 131 (26) 
ASIAN NON-HISPANIC 42 (8) 
NATIVE HAWAIIAN PACIFIC ISLANDER NON-
HISPANIC 
1 (.2) 
MULTI-RACIAL NON-HISPANIC 20 (4)   
INCOME n (%) 
LESS THAN $20,000 PER YEAR 147 (31) 
$20,000-$29,000 PER YEAR 58 (13) 
$30,000-$39,000 PER YEAR 44 (9) 
$40,000-$49,000 PER YEAR 46 (10) 
OVER $50,000 PER YEAR 175 (37)   
EDUCATION n (%) 
HIGH SCHOOL, GED OR LESS 77 (15) 
SOME COLLEGE, ASSOCIATES DEGREE, TECHNICAL 
SCHOOL 
151 (30) 
COLLEGE, POST-GRADUATE, PROFESSIONAL 
SCHOOL 
276 (55) 
  
MARITAL STATUS n (%) 
MARRIED/DOMESTIC PARTNER 45 (9) 
DIVORCED/SEPARATED 19 (4) 
NEVER MARRIED 440 (87)   
SEXUAL ORIENTATION n (%) 
HETEROSEXUAL OR STRAIGHT 246 (49) 
HOMOSEXUAL OR GAY 228 (45) 
BISEXUAL 26 (5) 
OTHER 4 (1) 
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Table 2: Bivariate Analysis of Demographics Variables Results for Experience of Breaks and 
Slips in the Last 6 Months 
Demographics No 
Break 
n (%) 
Break 
n (%) 
P-Value No Slip 
n (%) 
Slip 
n (%) 
P-Value 
Age at Baseline             
Below 20 34 (12) 12 (12) 0.24 34 (11) 12 (14) 0.13 
20-25 87 (31) 37 (37)   102 (34) 22 (26)   
25-30 62 (22) 25 (25) 
 
65 (22) 22 (26) 
 
30-40 57 (20) 21 (21)   55 (19) 23 (27)   
Over 40 41 (15) 6 (6) 
 
41 (14) 6 (7) 
 
Race/Ethnicity             
Hispanic 36 (13) 10 (10) 0.86 38 (13) 8 (9) 0.61 
White non-Hispanic 127 (45) 47 (47)   131 (44) 43 (51)   
African American non-Hispanic 74 (26) 29 (29) 
 
83 (28) 20 (24) 
 
Other, non-Hispanic 44 (16) 15 (15)   45 (15) 14 (16)   
Income  
      
under $20,000 87 (33) 30 (32) 0.65 92 (34) 25 (31) 0.51 
$20,000-$29,0000 28 (11) 13 (14) 
 
27 (10) 14 (17) 
 
$30,000-$39,000 22 (8) 11 (12)   26 (10) 7 (9)   
$40,000-$49,000 26 (10) 6 (7) 
 
25 (9) 7 (9) 
 
over $50,000 97 (37) 33 (35)   102 (38) 28 (35)   
Education 
      
College, post graduate, professional school 151 (54) 52 (52) 0.88 154 (52) 49 (58) 0.45 
Some college, associates, technical school 83 (30) 30 (30) 
 
88 (30) 25 (29) 
 
High school, GED, or less 47 (17) 19 (19)   55 (19) 11 (13)   
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Table 3: Bivariate Analysis of Predictor Variables Results for Experience of Breaks and Slips in 
the Last 6 Months 
Predictors No 
Break 
n (%) 
Break 
n (%) 
P-Value No Slip 
n (%) 
Slip 
n (%) 
P-Value 
Have you ever been told you have an STI?             
No 205 (73) 77 (77) 0.42 224 (75) 58 (70) 0.24 
Yes 76 (27) 23 (23)   73 (25) 26 (31)   
Type of Sex Act 
      
Anal sex 137 (49) 44 (44) 0.37 136 (46) 45 (53) 0.24 
Vaginal sex 144 (51) 57 (57) 
 
161 (54) 40 (47) 
 
How often do you use lubricant?             
Never 44 (16) 24 (24) 0.18 51 (17) 17 (20) 0.54 
Sometimes 82 (29) 25 (25)   87 (29) 20 (23)   
Always 154 (55) 52 (51) 
 
158 (53) 48 (56) 
 
What type of lubricant do you use?              
Not Risky  244 (87) 85 (85) 0.5 260 (88) 69 (81) 0.13 
Risky  37 (13) 16 (16)   37 (12) 16 (19)   
How often do you use condoms? 
      
Never 32 (11) 4 (4) 0.1 27 (9) 9 (11) 0.32 
Sometimes 59 (21) 24 (24) 
 
61 (21) 22 (26) 
 
Often 113 (40) 49 (49)   124 (42) 38 (45)   
Always 77 (27) 24 (24) 
 
85 (29) 16 (19) 
 
Self-Efficacy Score             
<16 138 (49) 50 (50) 0.94 139 (47) 49 (58) 0.08 
 >= 16 143 (51) 51 (50)   158 (53) 36 (42)   
      T-value     T-value 
Negative Perceptions of condoms 
  
0.5 
  
0.0038 
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Table 4: Logistic Regression Analysis Results for Experience of Condom Breaks in the Last 6 
Months 
Predictor P-Value Adjusted Odds Ratio* 95% Confidence Interval 
Type of Sex act 0.85 0.95 0.57 1.6 
History of STI's 0.81 0.93 0.52 1.67 
Negative Perceptions of Condoms 0.55 1.02 0.97 1.07 
Self-Efficacy 0.83 1.05 0.66 1.68 
*controlled for age, race, education, lubricant use, and consistent condom use 
Table 5: Logistic Regression Analysis Results for Experience of Condom Slips in the Last 6 
Months 
Predictor P-Value Adjusted Odds Ratio* 95% Confidence Interval 
Type of Sex act 0.13 1.55 0.88 2.67 
History of STI's 0.14 1.55 0.86 2.8 
Negative Perceptions of Condoms 0.01 1.08 1.02 1.14 
Self-Efficacy 0.07 0.63 0.38 1.05 
*controlled for age, race, education, lubricant use, and consistent condom use 
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